Dear Editor, Acute pancreatitis (AP) is a sudden inflammation of the pancreas. AP is a common presentation in emergency department (ED). It can have severe complications and high mortality despite treatment. Severe cases may require admission to Intensive Care Unit. [1, 2] Severity of pancreatitis is an important consideration for ED clinicians making admission judgments. The early identification of severe AP is important for the management and for improving outcomes. Validated scoring systems can be a helpful tool in this process. A multitude of predictive models has been developed to predict the severity of AP based on clinical, laboratory, and radiologic risk factors, various severity grading systems, and serum markers. This study aimed to evaluate the comparative usefulness of the Acute Physiology and Chronic Health Evaluation-II (APACHE-II), [1] computed tomography imaging scoring systems (CTSI) score, [1] Bedside Index of Severity in Acute Pancreatitis (BISAP) score, [1, 2] Ranson score, [3] and IMIRIE score [3] to predict the prediction the morbidity and mortality in acute severe biliary pancreatitis requiring Intensive Care Unit admission.
During the study period, 49 patients were admitted to our ICU for acute biliary pancreatitis. The mean age was 62 ± 18 years and the sex ratio (M/F) was at 0.96. The mean value of the Ranson score was 3 ± 2 with a range of 0-7. The mean value of the BISAP score was 2 ± 1 with a range of 0-4. The mean value of the IMRIE score was 3 ± 1 with a range of 0-6. The mean value of the APACHE-II score was 14 ± 6 ranging from 4 to 32 points. The mean value of the CTSI index was 3 ± 2 with a range of 0-8. For predicting respiratory failure, the APACHE-II score was more predictive with specificity of 70.3%, sensitivity of 83.3%, and area under ROC curve of 0.83. For predicting circulatory failure, the APACHE-II score was more predictive with specificity of 92%, sensitivity of 71.4%, and area under ROC curve of 0.87. For predicting poor outcome (death), the APACHE-II score was more predictive with specificity of 97.5%, sensitivity of 87.5%, and area under ROC curve of 0.96 [ Figure 1 ]. APACHE-II score consists of 12 physiological parameters and evaluates the severity of the disease. It was designed to predict mortality in Intensive Care Units. Current practice guidelines have suggested that APACHE-II score was the most helpful test at admission in distinguishing severe from mild AP, and according to recommendation, it should be generated during the first 3 days of hospitalization. [4] Larvin et al. [5] predicted that the sensitivity and specificity of APACHE-II scoring were superior to Ranson and Glasgow scoring because it can successively monitor therapeutic response and prognostic evaluation in patients with AP. In this study, APACHE-II score appeared to be a more influential tool than other scoring systems to evaluate the mortality and morbidity.
We concluded that APACHE-II score appeared to be a more influential tool than other scoring systems to evaluate the mortality and morbidity in patients with severe acute biliary pancreatitis requiring Intensive Care Unit admission. However, we must mention that our study has some limitations. The major limitation is the sample size. However, this can be explained by the short study period in a single center. Moreover, it included only patients with biliary pancreatitis to study the usefulness of five severity scores to predict the morbidity and mortality in this specific condition. The retrospective design of our
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Bronchial nasoenteric tube misplacement: Effective prevention, prompt recognition, and patient safety considerations
Dear Editor, Despite the ubiquitous nature of nasoenteric nutritional administration, there are no universally reliable and safe methods for the placement of gastric or postpyloric feeding tubes. [1, 2] Provision of adequate enteral nutrition is critical to optimization of clinical outcomes for patients who are unable to maintain sufficient oral food intake. Many patients in this category undergo intensive care management and experience acute physiologic stress, with a significant risk of exposure to complications associated with parenteral nutrition for those unable to receive or tolerate enteral intake. [3, 4] Despite the high utilization of nasoenteric nutritional administration, the quest continues for more reliable and safer methods for the placement of gastric or postpyloric feeding tubes.
A number of potential complications are associated with nasoenteric tube (NET) misplacement, many of which depend on the location of misplaced catheter, presence or absence of the tube position verification, and whether feeding was initiated through the misplaced device. [2, 5, 6] This article outlines some of the key considerations pertaining to NET placement, including established methods to minimize the risk of misplacement and other related complications. Radiographic and computed tomography images exemplifying some of the most common occurrences are presented and discussed.
CLINICAL VIGNETTE
An elderly patient was recovering in the Intensive Care Unit (ICU) following a laparotomy for blunt abdominal trauma. Due to associated right-sided pulmonary contusions, respiratory failure, and the inability to wean from the ventilator, it was decided that the patient would benefit from the placement of a NET to initiate postpyloric tube feedings. It was estimated that the patient would require approximately 5-7 days of enteral nutrition prior to either extubation or placement of tracheostomy and long-term enteral access (e.g., gastrostomy tube).
On the second postoperative day, following afternoon rounds by the ICU team, a plan was put into effect to place a nasoduodenal tube (NDT) and start the tube
